INTRODUCTION
Family planning is a program aiming to help married couples avoiding unwanted births, getting wanted pregnancy, setting interval between pregnancies and birth, and determining the number of children in a family. 1, 2 According to the 2010 Population Census, the population of Indonesia is 237.556.363 peoples. Population Growth Rate during period of 2000-2010 is 1.49%, this was higher than growth rate in 1990-2000 which was 1.45%. The total area of Indonesia is estimated to be 1,910,931 km 2 , whereas the population density is 124 km 2 . Based on these data, Indonesia is the world's fourth most populous country. 3 forward-looking, responsible, harmonious and devoted to God Almighty. 2 To achieve the objectives of National Medium Term Development Plan (RPJMN 2010 (RPJMN -2014 ) and changing of strategic environment and to achieve target of Millennium Development Goals (MDGs) which is embody access to reproductive health by 2015, then provision of quality Long Term Contraception Method (LTCM) is expected to increase number LTCM participation by couples of childbearing age at all stages of the family, and hopefully national Total Fertility Rate (TFR) will decline. 4, 5 Use of LTCM in Indonesia is still relatively low. Based on Indonesian Demographic Health Survey, participant of LTCM decreased from 14.6% (2002/2003) to 10.9% (2007) . Participation of Intra Uterine Device (IUDs) tend to decrease from 8.1% to 6.2% (IDHS 2002 (IDHS /2003 and fell further to just 4.9%. Subdermal contraception (AKBK) also tend to decline more than 50 percent, from 6 percent to 2.8%. Although Woman Operative Methods (MOW) had increased by 3.7%, participation rate dropped to 3%. Man Operative Method (MOP) had stagnated at 0.4% and participation rate dropped to 0.2%. Pattern of contraceptive use in Indonesia is still dominated by hormonal and short term contraception. [5] [6] [7] Decision to participate in family planning is influenced by many factors such as knowledge, attitude and behavior towards contraception as well as other factors such as family support, environment, religion and customs regulations. To increase the use of MOW as a contraceptive method of choice, it is necessary to know factors that influence the decision making of contraceptive use in woman. 1 During study period we included 110 samples consisted of 55 postnatal women who agreed and used permanent contraception in RSMH Palembang and 55 postnatal mother who refused to use permanent contraception. Patient characteristics were shown in Table 1 .
We found a significant association between age and disease complications with participation of permanent contraception. Age >35 years and disease complication was 2,435 times and 2,682 times respectively more possible to participate in permanent contraception (p <0.05). Number of children, education and socio-economic status was not significantly associated with participation of permanent contraception (Table 1) .
Based on recapitulation of responses to questionnaires about knowledge (Gutzman Scale), attitude (Likert Scale) and behavior (Gutzman Scale) we get a category of knowledge, attitudes and behavior of respondents as shown in Table 3 .
Based on logistic regression test (Table 5) , it can be concluded that husband's support significantly influence participation of permanent contraception (OR = 188.709, p value = 0.000). In addition, behavior also significantly affects participation of permanent contraception (OR = 10.260, p value = 0.023). Knowledge (OR = 0.380, p value = 0.223) and behavior (OR = 4.196, p value = 0.497) did not affect participation of permanent contraception. Age of most women in case group was >35 years and there is a relationship between age and participation of safe contraception (OR = 2.435; p = 0.036). Results of this study are not much different from study by Sekar Mutiara in 2010. They found that most women who agreed to use permanent methods was >30 years old, but it was only a descriptive study without assessing the relationship between age and the participation of permanent contraception. This result was in contrast to research by Herlinawati et al in 2012, age of women who choose permanent contraception mostly was 20-35 years and they did not found relationship between age and selection of permanent contraception (OR = 2.051; p = 0.152). Type of contraception should be adapted to stage of reproductive period. Age >35 years is an old reproductive period (36-45 years) and an end of fertility period, so at the age of >35 years women are more likely to approve permanent contraception. 6, [9] [10] [11] Women who agreed (50.9%) or rejected to (56.4%) participated in permanent contraception mostly had 3 children, the proportion was lower in rejected group. There is no relationship between number of children with participation of permanent contraception (OR = 1.246; p = 0.702). These results was in contract with study by Herlinawati et al (2012) which found that woman who approve or reject permanent contraception mostly had >3 children with higher proportions in woman who agree to participate in permanent contraception (OR = 13.254; p = 0.001). Difference in this study may be due to the proportion of number of children > 3 and 3 in women who agree to use permanent contraception was almost the same. 9, 10, 11 Most subjects in both groups have incomes UMR (76.4% in case and 65.5% in control group). There is no correlation between economic status with participation of permanent contraception (OR = 1.705; p = 0.294). Results of this study were not much different from study by Sekar Mutiara in 2010. Influence of socio-economic status in family planning is correlated with opportunity or ability to obtain family planning facilities. 6, [12] [13] [14] Majority of women who choose contraception have low education (64.46%). There is no relationship between education and participation of permanent contraception (OR = 1.699; p = 0.245). These results were in contrast to studies conducted by Ismail and Sisca in 2012 in Karangampel l village Kidul District Indramayu. They found that women who agree to use permanent contraception had higher education (73.68%) and they found an association between level of education and selection of permanent contraception (OR = 2.520; p = 0.020). A similar result was reported by Herlinawati et al (2012) . Different result found in this study may be due to low knowledge of permanent contraception in both case and control group. 13, 15, 16 Most subjects in this study mostly had disease complications. There was a relationship between disease complications with participation of permanent contraception. Women with disease complications 2,682 times more likely to participate in permanent contraception (OR = 2.682; p = 0.021). These results are in contrast to studies conducted by Sekar which found that most woman (86%) who had disease history refused to participate in permanent contraception. Results of this study supported by Pratama (2005) which found a significant association between disease history with use of permanent contraception (OR = 11.3; p = 0.014; 95% CI: 1.360 to 94.248). Hormonal contraceptive use is contraindicated in patients with disease complications so they prefer to use permanent contraception.
We did not find any relationship between knowledge and participation of permanent contraception. Results of this study were not much different from study by Herlinawati et al (2012) who also found no correlation between knowledge with participation of permanent contraception in Dr. Pirngadi hospitals (OR = 1.850; p = 0.397). Results of this study was different from results of study conducted by Ismail and Sisca in 2012 in Karangampel village Kidul District Indramayu. They found that women with good knowledge 2.474 times more likely to choose permanent contraception. Woman who has good knowledge may refuse permanent contraception due to other factors such as husband support or a number of children.
There is a significant relationship between attitude with participation of permanent contraception. This result was consistent with study by Herlinawati et al (2012) which show a significant association between attitudes and participation of permanent contraception in Dr. Pirngadi hospitals (OR = 8.255; p = 0.016). In this study behavior was 56 times more likely to affect participation of permanent contraception.
Logistic regression analysis showed that husband's support was the most important factors that affect participation of permanent contraception. Husband support was 188.7 times more likely to affect participation of permanent contraception. Results of this study is supported by study by Herlinawati et al (2012) which showed a significant relationship between family support with participation of permanent contraception in Dr. Pirngadi hospitals (OR = 12.016; p = 0.001).
Responsibility of reproductive health care, especially in the use of contraceptives predominantly done by woman, although in the decision making process men are involved, men are tend to be passive. 17, 18 Husband's participation in family planning programs and reproductive health care is an important factor. This participation will be achieved if various information relating to it always available. We all know that low participation of men/husbands in family planning and reproductive health is caused by limited information, especially for couples. 6, 17, 18 Inability to communicate in decision making process placing housewife in low bargaining position, so that their needs and desires is difficult to fulfilled. Decisions are more likely dominated by interests of her husband; even if the decision involves issues relating to women's live such as reproductive health problem. 19 In this study, husband's support was an important factor. 98.2% woman who participate in permanent contraception reported that they received husband's support, meanwhile in woman who rejected to use permanent contraception 92.7% did not received husband's support.
CONCLUSION
There was a significant relationship between attitude, behavior, age and disease complication with participation of permanent contraception. Factors that influence the participation of women in RSMH safe contraception Palembang include support for her husband and behavior.
